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In the Sixties and Seveniies child 
psychiatry expanded very rapidly in the 
West. Inpatient, outpatient and com-
munity services of all kinds were c>tab-
lished and there was a parallel increase 
in staff, particularly psychiatrists, psycho-
logists, social workers and nurses. A 
clue to this burgeoning is seen in the 
numbers of consultant child psychiatrists 
working in the British National Health 
Service. In 1963 theie were 105; in 
1981, 295—nearly three times as many. 
Hitherto the evolution of psychiatry 
in India has followed the British model. 
Will this hold true for child psychiatry as 
well ? This seems unlikely and there are 
a number of good reasons for saying this. 
Firstly, socio-cultural change, though 
great in both countries, has wrought more 
havoc on family life in Britain, sparking 
off psychosocial stresses which have led 
to a rapid spread of children's services. 
Secondly, Britain has a much bigger 
psychiatric base on which to develop the 
sub-speciality. Thirdly, as MINDE (1976) 
pointed out, children do not hold much 
sway in the corridors of power—despite 
the efforts of organisations such as UNI-
GEF. Fourthly, advisory bodies such as 
the World Health Organisation advocate 
simple child mental health services to fit 
into current primary health care machi-
nery, not specialist-oriented services such 
as Britain has. The World Health Orga-
nisation in its first rate manual "Child 
Mental Health and Psychosocial Deve-
lopment" argues for simple child mental 
health service, fully integrated into 
community services for children which 
are already in existence or planned. 
The emphases here are on (a) prevention 
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(b) community support (c) better under-
standing of child mental helath at pri-
mary care level (d) simple forms of treat-
ment. References to child psychiatry 
per se are low key. Regional child men-
tal health centres with educational and 
research functions are advocated, ideally 
staffed by workers of specialist calibre; 
but no encouragement is given to small 
or part-time child psychiatric or child 
guidance clinics in the Western mode. 
The WHO approach is sound and 
India would be wise to heed it. A 
satisfactory evaluation of Western child 
psychiatric practice has yet to be made, 
and Western clinics use up considerable 
resources in handling problems that in 
India woald still be matters for the 
family or the community—conluct dis-
orders, mild developmental problems, pre-
school management difficulties, for 
example. 
How, then, does the Indian scene 
appear to a Western observer? Though 
it doesn't look as if Indian child psy-
chiatry is going to expand at a Western 
pace, there are signs of life in many 
quarters. Some of these signs are quite 
striking. For example, general psychia-
trists show much more interest in, and 
concern for, childten than do their 
Western counterparts. Possibly this is 
because most Indian psychiatrists are 
truly "general"—working with patients 
of all ages—including children. In Bri-
tain, most general psychiatrists are actu-
ally "adult" psychiatrists unaccustomed 
to patients under the age of 16. The 
broad spectrum approach of Indian psy-
chiatrists bodes well for the future as 
general psychiatrists in district practice 
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are likely to care for the great mass of 
psychiatrically disturbed children. A 
small number of child psychiatric units 
have been founded within a number of 
well established departments of psy-
chiatry; good examples are to be found in 
Bangalore and Lucknow. These are 
likely to shape into the child mental 
health centres envisaged by WHO and 
described above. Already these units 
are engaged in clinical, educational and 
research aciivities. Although none of 
these units has set up training schemes for 
child psychiatrists, they are making sig-
nal contributions to the training of gene-
ral psychiatrists, who are becoming the 
backbone of India's mental health ser-
vices. At this stage the country's greatest 
need is for good general psychiatrists. 
In several Indian cities child guidance 
clinics have been established, some in 
hospitals, others in the community. 
Many are small and operate part-time. 
They have been developed through local 
enterprise and the enthusiasm of parti-
cular psychiatrists. They probably suffer 
from their small size. Sixteen such clinics 
were in operation in Bombay in 1979. 
Psychiatrists offer their services to 
chikhen in many diverse ways. They are 
to be found working in many fields; 
children's homes; delinquency; cerebral 
palsy and other handicaps. The atti-
tudes and sensitivities they bring to 
colleagues within and outside medicine 
in these fields may well be as impor-
tant as the clinical work they carry out. 
THE NEXT DECADE 
What directions will child psychiatry 
take and what are the priorities for the 
next 10 years ? Certainly, it is not for 
this observer, with his limited experiences 
of South East Asia to think he knows the 
answers. But he is concerned and with 
such an overview as he has, he tenders 
the following ideas as foci for discussion: 
1. Professional Organisation : 
It may be desirable to establish 
within the Indian Psychiatric Society 
a small group, at first informal and later 
formal, to attend to the mental health 
needs of the nation's children. Using 
the strength of the Indian Psychiatric 
Society such a group could provide a 
collective voice on important issues such 
as child mental health, primary care, 
normal and special schooling, psychoso-
cial development, provisions for the handi-
capped, research, and medical educa-
tion. They could, in time, serve much 
the same function as the Child Psychia-
try Section does within the United King-
dom's Royal College of Psychiatrists. 
2. Centres of Excellence : 
India will surely need a number of 
"centres of excellence" where child men-
tal health problems can be studied, 
children treated, and staff of all kinds 
trained. Such centres will require specia-
list child psychiatrists as consultants, 
researchers, and clinical teachers. As 
has already been indicated, such institu-
tions are already beginning to take shape. 
But they will undoubtedly need more 
resources than they currently have if they 
are to lead a child mental health revolu-
tion that is strong enough to reach out 
to urban and rural communities. 
3. Training in General Psychiatry : 
In the next decade India will have 
to rely heavily on its general psychiatrists. 
As has been noticed, there is already a 
core of psychiatrists truly interested in 
all the ages of man. It will be impor-
tant to establish biologically and psycho-
socially sound training programmes that 
recognise developmental considerations. 
It will not be enough to append a few 
weeks or months in child psychiatry at 
the end of a training in adult psychiatry. 
Such a scheme might produce psychiat-
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Child psychiatry must be properly imbe-
dded in sound psychiatric education and 
trainees that intend to become generalists 
in district practice will undoubtedly bene-
fit from longish attachments, part-time 
if necessary, to specialist child psychia-
trists. The reason for this is that children 
and families change, and the associated 
phenomena are not appreciated in "cross-
sectional" encountrrs. Attachments of 
at least 6-9 months are desirable. 
4. Multidisciplinary Working Practices: 
Child mental health is not in the 
province of child psychiatry alone. Far 
from it. Education, social welfare, pri-
mary health services, even community 
leaders and neighbours collectively contri-
bute more than child psychiatry on its 
own. In harness with these other forces, 
psychiatry can be particularly effective. 
So, new ways of working are needed-ways 
that are far removed from the hospital 
routines and the medical models. Here 
we are really talking about multidiscip-
linary practice and the development of 
what are known in the West as "net-
works". Whilst such methods are of great 
value in mental health practice in gene-
ral they are particularly appropriate in 
the fields of child health and child care. 
The Integrated Child Development Sch-
eme is an excellent example of multidis-
ciplinary co-operation which has already 
proved its worth. Working in multi-
disciplinary teams is often non-hierar-
chical. Most doctors, used to hospital 
hierarchical systems, find the loss of 
direct control quite stressful at first. 
But Western experience is that many 
psychiatrists come to prefer these piactices 
to known, traditional hospital ones. They 
become aware that their professional 
skills benefit more people that way. 
India already has a number of centres 
versed in this kind of work—the B. M. 
Institute in Ahmedabad, for example. 
5. Mental Betardation : 
There are probably more than 6 
million mentally retarded children and 
young persons in India. They will come 
in inct easing numbers to psychiatric cli-
nics. Assessment procedures in many 
centres are through but parents are less 
interested in diagnoses than help. Drugs 
have a part to play in treatment, espe-
cially where there is epilepsy. An over-
reliance on drugs to combat behavioural 
problems, however, often ends in aggra-
vation rather than, amelioration. Beha-
viour modification, on the other hand, 
has much to commend it, and is much 
used in the West. Despite pioneering 
work, such as at Bangalore 
centre, behavioural treatments are 
little used in Indian clinics. There is 
tremendous scope for development here, 
as treatments of this kind can be admi-
nistered by psychologists, teachers, and 
nurses. Indeed, the necessary skills can 
eventually be taught to all kinds of workers 
(Shearer & Shearer, 1972). Here is a 
great opportunity to help large numbers 
of children and parents at comparatively 
low costs. As Gittelman (1978) argues 
"We now have a simple easily taught set 
of principles and methods that can be 
used to reduce many behavioural disor-
ders and anxiety and to enhance social, 
adaptive, and learning competencies". 
Little has happened in the five years since 
he wrote thus. Perhaps the next five 
years will be more fruitful. 
6. Family Psychiatry : 
Indian psychiatrists have always 
shown an awareness of the importance 
of the family and have encouraged family 
participation in the care and treatment 
of sick relatives-in a way that was foreign 
to their Western colleagues before the 
recent "rediscovery" of the family. In the 
years ahead the traditional Indian family 
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ternization, small family size, social mobi-
lity, rural/urban shifts—all may leave 
scars. Children will suffer. Psychia-
trists with a special concern for them 
will be centre-stage. So culture-laden is 
the field, Western approaches to family 
psychiatry may prove of little value. 
Indian psychiatrists are exploring the 
field (Bassa, 1978). It seems likely 
that workers with child psychiatric in-
sights will be in the fo.efront—as has 
been the case in Britain. 
7. Co-operation with the Education Services : 
A nation's educational system, its 
schools and colleges, harbour tremendous 
potentials for mental health or mental 
harm. It follows that there should be 
good working links between psychiatrists 
concerned with children and senior 
colleagues in colleges, schools and educa-
tion departments. Sensitizing teachers 
and educational administrators is some-
thing that psychiatrists and psychologists 
can do quite effectively as Cariapa and 
Kapur (1978) have shown in Bangalore. 
To have significant impact such bridges 
must be built nation-wide and there is 
little sign of this at present. This is 
sad because many Indian children appear 
to be overpressed scholastically. Paedia-
tricians and general practitioners report 
increased referrals of stress conditions at 
examination time. Belter communication 
between psychiatrists and educationists 
could lead to a reduction in mental and 
psychosomatic illness in school children. 
The scope for "working together" is al-
most boundless. 
CONCLUSION 
It is almost twenty years since the 
publication of E. M. Hoch's pioneering 
and valuable work "Indian Children in 
a Psychiatric Playground". He.' interest 
in children has been picked up by many 
others and well designed re earch pro-
jects have been initiated. This is right 
and proper. The foundations of Indian 
child (psychiatry have been well and 
truly laid. 
The adoption of Western child psy-
chiatric practices will need to be watched 
very carefully. Child psychiatry must be 
related to society and culture-possibly 
more so than any other specialism. 
India must work out its own way forward. 
At least some attention should be paid to 
developments in other Asian countries 
e. g. the work of Kushimanto in Indo-
nesia. In the long run, however, the 
answers lie in Indian psychiatiy itself. 
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